Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Rose Hwang's Care Home CHAPTER 100.1

Address: Inspection Date: March 6, 2019 Annual
1755 Palamoi Street, Pearl City, Hawaii 96782

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT ISNOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-9 Personnel, staffing and family requirements.
(b)

All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
Substitute Care Giver (SCG) #4 tuberculosis (TB) screen
had lapsed. Last taken on 8/10/12.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(b)

All individuals who either reside or provide care or services
to residents in the Type | ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
Substitute Care Giver (SCG) #4 tuberculosis (TB) screen
had lapsed. Last taken on 8/10/12.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-9 Personnel, staffing and family requirements.
©)3)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;

FINDINGS
SCG #5 has no record of first aid certification.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-9 Personnel, staffing and family requirements.
()4

The substitute care giver who provides coverage for a period
less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS

SCG #1, #2, #3, #4, #5 have no documentation of training
for blood sugar check. Resident #1 has an order for blood
sugar check daily.
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CORRECTED THE DEFICIENCY
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less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS

SCG #1, #2, #3, #4, #5 have no documentation of training
for blood sugar check. Resident #1 has an order for blood
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-9 Personnel, staffing and family requirements.
(H(1)

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCG #5 has no record of cardiopulmonary resuscitation
(CPR) certification.
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CORRECTED THE DEFICIENCY
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The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;
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(CPR) certification.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-10 Admission policies. (a)

Type | ARCHs shall admit residents requiring care as stated
in section 11-100.1-2. The level of care needed by the
resident shall be determined and documented by that
resident’s physician or APRN prior to admission.
Information as to each resident’s level of care shall be
obtained prior to a resident’s admission to a Type | ARCH
and shall be made available for review by the department,
the resident, the resident’s legal guardian, the resident’s
responsible placement agency, and others authorized by the
resident to review it.

FINDINGS
Resident #1 level of care was obtained 9/7/18. Resident
admission date 8/1/18.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For

this deficiency, only a future

plan is required.

10
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-14 Food sanitation. (b)
All foods shall be stored in covered containers.

FINDINGS
Noted a bowl of cut fruits, uncovered, on top of the table in
the resident’s living room.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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811-100.1-14 Food sanitation. (b)
All foods shall be stored in covered containers.

FINDINGS
Noted a bowl of cut fruits, uncovered, on top of the table in
the resident’s living room.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-15 Medications. (f) PART 1
Medications made available to residents shall be recorded on
a flowsheet. The flowsheet shall contain the resident's name,
name of the medication, frequency, time, date and by whom
the medication was made available to the resident.

FINDINGS

Resident #1- Review of January 2019 progress note shows
that resident went to see her dentist due to toothache and
was prescribed Amoxicillin 500 mg po TID x 10 days on
1/31/19; however, the order was not carried out on the

ﬂ:ggfdr)zl\zﬂo;g)énd February 2019 medication administration CO r rectl n g th e d e.I:I C | en Cy

Resident #1- Review of physician’s order dated 12/18/18 afte r_th e_faCt IS n Ot
shows an order of Nitrofurantoin 100 mg po BID x 10 days - -
for UTI; however, order was not carried out on the p raCtl Callapp FO p r | ate . FO r

December 2018 MAR.

this deficiency, only a future
plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (f)

Medications made available to residents shall be recorded
on a flowsheet. The flowsheet shall contain the resident's
name, name of the medication, frequency, time, date and by
whom the medication was made available to the resident.

FINDINGS

Resident #1- Review of January 2019 progress note shows
that resident went to see her dentist due to toothache and
was prescribed Amoxicillin 500 mg po TID x 10 days on
1/31/19; however, the order was not carried out on the
January 2019 and February 2019 medication administration
record (MAR).

Resident #1- Review of physician’s order dated 12/18/18
shows an order of Nitrofurantoin 100 mg po BID x 10 days
for UTI; however, order was not carried out on the
December 2018 MAR.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-17 Records and reports. (a)(3)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of date of referral and admission, referral
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,

surrogate or other legally responsible agency;

FINDINGS
Resident #1- No documentation on progress note of
admission to care home on 8/1/18.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For

this deficiency, only a future

plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

811-100.1-17 Records and reports. (a)(3)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Documentation of date of referral and admission, referral
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,

surrogate or other legally responsible agency;

FINDINGS
Resident #1- No documentation on progress note of
admission to care home on 8/1/18.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature:

Print Name:

Date:
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